Nursing Students’ Impressions of Substance Use Disorder by Cooper, Haley
Running Head: IMPRESSIONS OF SUBSTANCE USE DISORDER 
 
1	  
 
 
 
 
 
 
 
 
 
Nursing Students’ Impressions of Substance Use Disorder 
 
 
 
By 
Haley R. Cooper 
 
 
 
 
 
 
 
Senior Honors Thesis 
School of Nursing 
University of North Carolina at Chapel Hill  
 
 
April 8th, 2019 
 
 
 
 
 
 
  
IMPRESSIONS OF SUBSTANCE USE DISORDER 2 
 
Abstract  
Stigma against individuals with substance use disorder (SUD) is prevalent in healthcare, leading 
to increased barriers to care and worsening outcomes for this population (Crapanzano, 2014; 
Gonzalez et al., 2017; van Boekel et al., 2013). The objective of this study was to determine the 
impact of a video intervention on the perceptions of baccalaureate nursing students toward 
individuals with SUD. An animated video highlighting the lived experience of a person with 
SUD was created and shown to the nursing student participants, followed by a twelve-question 
retrospective pretest and posttest survey. The survey asked the participants to assess his or her 
degree of confidence in, belief in, and agreeance with the statements/questions regarding 
substance use disorder, both before and after the video intervention. The results showed an 
average percent of change from 2.5-14.5% (n=84), with each data set showing statistical 
significance (p<0.05), moderately strong to strong correlation values (r=0.75-0.92), and strong 
causal relationships (BIC>10). The results show a significant positive improvement in empathic 
perceptions from nursing students toward individuals with SUD. These findings indicate that 
there is value in presenting nursing students with perspectives that emphasize the contextual 
elements of SUD development.  
Keywords: nursing students, substance use disorder, stigma, video intervention, attitudes 
in healthcare, barriers to care  
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Nursing Students’ Impressions of Substance Use Disorder 
 Substance use disorders (SUDs) are common in the United States, greatly contributing to 
overall mortality rates (NIDA, 2018). Of people in America 12 years of age and older, 21 million 
have been diagnosed with a SUD, with only 3.8 percent receiving treatment for their disorders 
(Center for Behavioral Health Statistics and Quality, 2017). The National Institute on Drug 
Abuse (NIDA) (2018) estimates that were more than 72,000 deaths from drug overdoses in 
America in 2017, which marks a 3:1-fold increase in mortality since 2002. Of these overdoses, 
over 49,000 of them involved opioids, marking a 4:1-fold increase in mortality since 2002 
(NIDA, 2018). This is also present in findings from Gonzalez et al. (2017) that show 3-10% of 
the patients presenting to emergency departments have a primary complaint of drug or alcohol 
use, and up to 35% of all visits are either directly or indirectly related to substance abuse. Other 
research shows the use of emergency departments for this population rose 37% between 2006 
and 2013 (Mendiola, Galetto, & Fingerhood, 2018), reflecting the sharp rise in substance-related 
concerns. 
 The annual cost of substance use disorders (SUDs) is significant, with more than $740 
billion being directly attributable to substance use in America (NIDA, 2018).  However, the 
monetary cost is not the only burden of SUDs on individuals and society. Individuals with SUDs 
deal with a much lower quality of life that is often compounded by mental and physical 
comorbidities, poverty and homelessness, and stigma (Mak et al., 2017). Beyond the impact on 
individuals with the disorder, SUDs are a major risk to public health. NIDA (2018) states that 
intravenous (IV) drug use significantly contributes to the spread of Hepatitis C and Human 
Immunodeficiency Virus (HIV), with 1 out of 10 cases of HIV being caused by IV drug use. 
Additionally, substance use increases the risk of motor vehicle accidents, which increases the 
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risk of overall disability and mortality (NIDA, 2018).  
With such a high individual and public burden, low treatment rate, and growing 
prevalence, it is clear that SUD is a major problem in American society. Therefore, it is 
imperative to address the impact of specific barriers to care for individuals with SUD who are 
interacting with healthcare systems, and promote interventions that could lead toward better 
healthcare outcomes for individuals with SUD. This study will explore the impact of social and 
structural stigma as a barrier to care for patients with a history of substance abuse and how 
stigma within healthcare professionals impacts the delivery of patient care. The objective of this 
project is to implement a video intervention that portrays the lived experience of people suffering 
from substance use disorders, and to evaluate the impact, if any, on the attitudes of healthcare 
professionals (in this case, nursing students) toward this population.  
Background 
 According to the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 
(DSM-5) substance use disorders meet diagnostic criteria when there are recurrent patterns of 
alcohol and/or drug use that impair an individual’s normal ability to function (American 
Psychiatric Association, 2013). A commonly used term to describe SUDs is addiction, which is 
generally understood as the compulsive use of habit-forming substances, even when the person 
understands that the substance is harmful to one’s health (Capriotti & Frizzell, 2016). Substance 
use comes with the distinct physiological effects of dependence, tolerance, and withdrawal, 
which can occur outside the setting of SUDs (Hinkle & Cheever, 2014). In other words, 
individuals can be dependent on a substance, and experience tolerance and withdrawal, without 
having a diagnosable SUD, such as in the case of pain conditions that require opioid 
management (Hinkle & Cheever, 2014). 
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Withdrawal is defined by a set of physical symptoms experienced at the cessation of a 
substance, and can often be dangerous to the individual experiencing it (Capriotti & Frizzell, 
2016). Withdrawal presents differently depending on the frequency and amount of use, and is 
symptomatically distinct between different classes of substances (Capriotti & Frizzell, 2016). 
Physiological dependence manifests as withdrawal once the substance is removed from an 
individual’s system, which can happen within two weeks of repeated doses of opioid analgesics, 
as can tolerance (Hinkle & Cheever, 2014). Tolerance involves the physiological need for 
increased amounts of the substance to produce the same desired effect, including keeping 
withdrawal symptoms at bay (Tasman & Mohr, 2011).  
The development of SUD is multidimensional, with significant research pointing toward 
genetic causes (Tasman & Mohr, 2011). It is hypothesized that a dopamine reward system 
associated with the presence of the A1 allele of the DRD2 gene is responsible for the 
development of substance use disorders (Capriotti & Frizzell, 2016). Individuals with this allele 
have less dopamine receptors, creating a greater propensity to seek out stimulation that increases 
dopaminergic activity, such as drug use (Capriotti & Frizzell, 2016). Effects on the 
neurotransmitter pathways, such as dopamine, explain why even in the setting of detrimental 
effects of drug use on individual’s lives and families, it is exceedingly hard to stop using these 
substances (Capriotti & Frizzell, 2016). Bartlett et al. (2013) states that genetic predisposition to 
developing addiction accounts for 40-60% of individual cases. 
SUDs can develop in any person, regardless of demographics, but there is an increased 
rate of this disorder seen in people who also have a diagnosed mental illness (NIDA, 2018). In 
2014, 7.9 million individuals with a diagnosed SUD had a co-occurring mental health disorder 
(Substance Abuse and Mental Health Services Administration, 2016). Tasman & Mohr (2011) 
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state that 50% of people who have a diagnosed mental disorder will be also be diagnosed with 
SUD. Anxiety disorders are of the highest diagnosed comorbidity with SUDs, and include post-
traumatic stress disorder and panic disorders (NIDA, 2018). However, mental disorders such as 
depression, bipolar disorder, schizophrenia, attention-deficit hyperactivity disorder (ADHD), and 
borderline personality disorder are also highly associated with SUD (NIDA, 2018). 
SUDs are highly treatable, but they generally require the support of a variety of 
healthcare professionals (NIDA, 2018). For pharmacologic treatment, such as methadone for 
opioid use disorders, a medical doctor is required to write the prescription before the patient can 
get the treatment (Capriotti & Frizzell, 2016). Additionally, many SUDs require individual drug 
counseling and/or psychotherapy from a licensed professional for effective management of the 
disorder, along with group or family therapy (Tasman & Mohr, 2011). However, it is often the 
nurse who is the first-line provider of care and who sets the tone for the healthcare encounter 
with the patient. A nurse who is open, non-judgmental, and who extends positive regard for the 
patient can have a significant impact in getting the treatment process started (Raphael-Grimm, 
2015). For safe and effective treatment and management of SUDs, individuals with the disorder 
rely on both inpatient and outpatient services that require the cooperation of a range of medical 
and psychological professionals (Tasman & Mohr, 2011).   
Literature Review 
Substance use disorders are of the highest stigmatized conditions across the globe, 
particularly in Western society (Sattler, Escande, Racine, & Göritz, 2017). Stigma is rooted in an 
uneven power dynamic, in which those who hold the most power have the ability to marginalize 
a specific group of people through stereotyping and discrimination (Pauly, McCall, Browne, 
Parker, & Mollison, 2015). Structural stigma, involving the deep-rooted cultural norms that 
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influence our individually held beliefs about certain groups of people, is also present toward 
substance abuse (Pauly et al., 2015). Pauly et al. (2015) states that people with SUDs have a high 
rate of childhood trauma, and further posits that discrimination surrounding drug abuse is a 
continuous form of trauma that follows them into adulthood. This is additionally supported by 
Palamar (2013), who states that stigma toward people with a SUD has created a culture that 
accepts and promotes shaming, shunning, and stereotyping this population.  
The societal stigma toward individuals suffering from SUDs is multifaceted. A thorough 
study by Yang, Wong, Grivel, & Hasin (2017) determines that the types of attitudes perpetuating 
stigma toward this population includes the perception that drug users are violent, lack predictable 
behavior, have an inability to make decisions regarding their own health and finances, and are to 
blame for the cause of their own drug addiction. This leads to ideas that drug users should be 
coerced into treatment or hospitalization, and compounds feelings that this population should be 
avoided or excluded in a social context (Yang et al., 2017). Ashford, Brown, & Curtis (2018) 
attest that the stereotypes framing stigma can lead to negative behaviors toward that population, 
such as social alienation and discrimination. Of the respondents in a study conducted by Palamar 
(2013), those who admitted to higher levels of stigmatized attitudes toward drug use tended to 
believe that people with SUDs have made the choice to become addicted, generally rejecting the 
disease model of addiction, which asserts that the development of a SUD is in part due to both 
genetic and environmental components. This highlights two common themes surrounding 
cultural bias toward this population: the morality of drug use and the responsibility the drug user 
has for his or her own disorder (Palamar, 2013; Yang et al., 2017).   
  Drug use, in particular heroin use, is considered highly immoral (Yang et al., 2017). The 
strong association between a person’s SUD and his or her morality perpetuates stigmatized 
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attitudes and negative perceptions of addicted individuals (Yang et al., 2017). The Palamar 
(2013) study shows that opinions about drug use are unaffected by the legality of the drug, 
further supporting the fact that people who stigmatize drug use believe it to be a highly moral 
issue, continuing the cycle of stigma. This issue of moral integrity simplifies drug abuse into 
good behavior versus bad behavior, which encourages the general opinion that people with SUDs 
should be able to simply quit using drugs without formal treatment, and supports the idea that 
people who are addicted to drugs are at fault for their own addiction (Yang et al., 2017).    
Stigma in Healthcare 
Palamar (2013) states that some research has argued that societal stigma against drug use 
will decrease drug use behavior. However, once a SUD is fully realized, the adverse effects of 
the stigma can lead to worse outcomes for these individuals (Palamar, 2013). Societal stigma can 
be internalized by these individuals, which is associated with negative health consequences, 
including death (Crapanzano, Vath, & Fischer, 2014). This is, in part, due to how social stigma 
has bled into healthcare settings, affecting the attitudes of nurses and physicians toward people 
with SUDs (Pauly et al., 2015; Gonzalez et al., 2017; van Boekel et al., 2013). Research shows 
that structural stigma toward drug users is deeply imbedded in our healthcare delivery system, 
allowing healthcare professionals to hold these biases, whether consciously or unconsciously 
(Pauly et al. 2015).   
Current research consistently supports the fact that healthcare providers (HCPs) are 
influenced by stigma and frequently express negative opinions toward individuals who use 
drugs. Regard from HCPs toward patients with SUDs is generally very low compared to other 
patients, with many practitioners stating an inability to sympathize with these patients (Mendiola, 
Galetto, & Fingerhood, 2018). SUD is stigmatized by HCPs more than other mental health 
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disorders or other chronic diseases, including schizophrenia and diabetes (van Boekel, Brouwers, 
van Weeghel, & Garretsen, 2013). Findings by van Boekel et al. (2013) highlight the common 
belief that substance abuse is highly controllable, and how this thought pattern aids in the 
fixation of HCP’s attitudes toward this population. Therefore, it is not surprising that HCPs are 
generally more positive toward people in recovery than those who are in active addiction or who 
have relapsed (van Boekel et al., 2013). This research also determines a general trend among 
HCPs, showing those who work most closely and frequently with SUD patients have more 
positive regard toward them (van Boekel et al., 2013). This is supported by the familiarity 
hypothesis, which states that stigma toward people who use drugs is highest when the individual 
has less contact with peers who had a substance abuse disorder (Sattler et al., 2017). 
One healthcare setting that has been singled out in research is the Emergency Department 
(ED), due to its being a highly utilized mode of healthcare for these patients (Mendiola et al., 
2018; Gonzalez et al., 2017). The study by Mendiola et al. (2018) shows that a statistically 
significant majority of ED providers have a low regard for patients who have substance abuse 
disorders. ED physicians are often vocal in their feelings about patients with substance abuse 
histories, commonly stating that this population excessively uses hospital resources without 
having any motivation to care for their own health, thereby abusing the healthcare system 
(Gonzalez et al., 2017). These doctors express several frustrations that impact their attitudes 
toward chronic substance abuse, including feeling unable to help them in an ED setting, feeling 
dissatisfied or angry about patient care for this population, feeling like it is not their 
responsibility to ensure the patient is being referred for substance abuse treatment, and feeling 
like patients do not desire to get better (Gonzalez et al., 2017). Research by Gonzalez et al. 
(2017) also shows that HCPs only tend to comment positively on working with this population 
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when they specialize in that type of patient care, and/or are more exposed to these patients in the 
setting of recovery. Though this is slightly contradictory to the familiarity hypothesis, it is 
important to consider that attitudes in this setting could be further perpetuated by the fact that 
patients come to the emergency department at their worst, and there is little ability for the HCPs 
in the ED to see progress (Mendiola et al., 2018). 
Not unlike the bias shown by physicians, nurses also express stigmatized beliefs of 
patients with SUD (Pauly et al., 2015; Gonzalez et al., 2017). In a study on nurses perceptions of 
illicit substance use, it was found that many nurses express their opinions of the patient’s drug 
use as if it is a personal failing of the patient; something that the patient was doing to themselves 
as a result of poor life choices (Pauly et al., 2015). This fuels the narrative that this group of 
people are beyond help from healthcare providers, using this notion to further justify the belief 
that patients with substance abuse disorder should not receive as much clinical attention in the 
hospital (Pauly et al., 2015). Gonzalez et al. (2017) found that only 15% of nurses experienced 
satisfaction from working with these patients and only 30% expressed motivation to work with 
this population. Additionally, this research found that nurses are frustrated, feeling that patients 
are wasting time and resources, specifically with repeated visits to the ED (Gonzalez et al., 
2017).  
In many examples of research studied, healthcare workers provide multiple examples of 
why patients with SUDs are perceived with difficulty and frustration. In the ED, care providers 
find patient care for this population challenging for a variety of reasons, including lack of general 
understanding, knowledge, or skill about how to properly identify and care for this population 
and the offensive tasks associated with caring for intoxicated patients, all of which are 
compounded by negative feelings toward this group (Gonzalez et al., 2017). Research on the 
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experience of nurses highlight some common perceptions about people with SUD that make 
caring for these patients more difficult, including poor attitudes, manipulative behaviors, 
occasional violence, and lack of behavior change motivation (van Boekel et al., 2013).  
Beyond the attitudes and experiences of practicing clinicians and nurses, research also 
shows there is stigma toward patients with SUDs from students in healthcare fields, prior to 
independent clinical practice (Crapanzano et al., 2014). Students in a physician assistant program 
determined that substance abuse is frustrating because of how difficult it is to treat (Crapanzano 
et al., 2014). Similar to the sentiments of healthcare professionals, Crapanzano et al. (2014) 
found that these students assumed patients were at fault for their addiction. Yet again, individuals 
suffering from SUDs are labeled as having made poor life choices, with the students attributing 
the development of this disease to moral culpability rather than biological predisposition, which 
was attributed to the perceived voluntary circumstances surrounding disease initiation 
(Crapanzano et al., 2014). This is supported by findings by Sattler et al. (2017) that state 
stigmatized attitudes increase toward people with substance abuse disorders who began their 
drug abuse under social pressure.  
Healthcare workers in all disciplines are in an ideal position to be a major influence on 
the recognition, screening, treatment, and recovery of substance abuse disorders (van Boekel, 
2013). Because ED care is so integral for the treatment of this population, emergency providers 
specifically hold a prime location to be able to affect change on the lives of these individuals 
(Mendiola et al., 2018). Additionally, due to the nature of bedside nursing in general, nurses have 
a unique role in creating positive change in the lives of people suffering from SUDs (Bartlett, 
Brown, Shatell, Wright, & Lewallen, 2013). Any attitude that negatively impacts patient care in 
this population can be a major barrier to the patient’s overall health and recovery (van Boekel, 
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2013). Furthermore, stigmatized attitudes toward people with SUDs can have equally negative 
effects on the provision of healthcare, which have deep and long-lasting consequences to the 
health and well-being of these individuals (Bartlett et al., 2013).  
Quality of healthcare has been shown to be impacted by stigma, which is evident in the 
research stating that providers who believe patients with SUD have control over whether or not 
they abused drugs had more of a tendency toward associating other disease patterns with the 
substance abuse, thereby overlooking other conditions that may require treatment (Bartlett et al., 
2013). This research determines that bias can lead to several issues, including the HCP tendency 
to associate any physical symptom with the substance abuse, creating the potential for other 
major health concerns to be overlooked (van Boekel et al., 2013). For these reasons, providers 
are less likely to prescribe needed medication for comorbidities to people who have SUDs 
(Livingston et al., 2011). Mendiola et al. (2018) state that doctors have increased stress and 
subsequent patient-care burnout when they continually work with patients toward whom they 
hold negative attitudes. Additionally, this research shows physicians make more errors in 
diagnosing patients that they perceive as difficult to work with. This is supported by van Boekel 
et al. (2013) who also conclude negative attitudes impact effective delivery of healthcare to this 
population and can damage the therapeutic relationship between the patient and the healthcare 
provider, leading to further errors or gaps in treatment. 
There are numerous additional ways that stigmatized attitudes toward people with SUDs 
are negatively affecting the ways in which healthcare professionals are delivering care to these 
individuals. HCPs describe barriers to providing quality care to these patients that include 
reluctance toward screening for substance abuse in emergency settings (Gonzalez et al., 2017). 
HCPs tended to be less empathetic and more avoidant with these patients in a hospital setting 
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(van Boekel et al., 2013). Due to beliefs about drug use being immoral, some providers may not 
participate in harm reduction practices, such as education around safe injection techniques or 
distribution of clean needles (Bartlett et al., 2013). One study in the review by van Boekel et al. 
(2013) showed that nurses make fewer visits to these patients’ rooms and do not engage with the 
patient other than what’s necessary to complete the task. This is further supported by Yang et al. 
(2017) who determines that the more credit a person gives to negative stereotypes of this 
population, the less likely they are to express a willingness to help the affected individuals.   
Barriers to Care 
SUD patients who experience stigma are generally more likely to avoid treatment of any 
kind (Bartlett, 2013). Stigma by HCPs toward patients with substance abuse disorders is a major 
barrier to care, decreasing the ability for the affected individual to seek care and maintain 
recovery efforts (Crapanzano, 2014). Due to the scope of the stigma toward drug use 
specifically, this population are even less likely to admit to having a problem with substances 
(Livingston et al. 2011). This is supported by Pauly et al. (2015), who finds individuals who use 
illicit drugs are more likely to avoid proper or timely medical treatment due to mistrust of 
healthcare settings and providers. This mistrust is born out of these individuals’ perspectives of 
the effects of stigma on his or her hospital care, and can also impact decisions surrounding 
medicine adherence and leaving against medical advice (Pauly et al., 2015). The avoidance of 
medical treatment can mean that patients will wait until they are in particularly poor condition 
before they are willing to seek help, which contributes to the perception that these patients do not 
care about their own health (Pauly et al., 2015). Additionally, the diminished level of trust for 
HCPs due to negative attitudes toward this population decreases the likelihood that they will 
even accept any treatment that is offered (Bartlett et al., 2013).  
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Another effect of the stigma in healthcare is on the behavior of people with SUDs during 
interactions with the professionals providing care. Negative attitudes toward patients with SUDs 
can create hostility toward the providers themselves as a result of being put on the defensive 
(Bartlett et al., 2013). Patients in the study by Pauley et al. (2015) expressed that they felt unable 
to be at ease in the hospital, and that they always needed their guard up during interactions with 
the healthcare team. The research by Yang et al. (2017) determines that substance abusers are 
perceived as more dangerous and unpredictable than those with other mental health disorders, 
which could be a function of how the stigma impacts these individuals own sense of safety.  
Certain research explores how stigma specifically impacts patient care through the 
perspectives of hospitalized people with a history of drug use. In the ED, patients who were 
intravenous drug users believed they were discharged early without the appropriate resources and 
felt they were not worthy of receiving care based upon health care providers attitudes toward 
them (Gonzalez et al., 2017). There is a general concern for being labeled a “drug addict” in the 
hospital due to fear that this label will be a detriment to that individual’s care (Pauly et al., 2015). 
This label is directly linked to both stigmatizing attitudes by nursing staff and the patients’ 
feelings of self-worth. Patients with SUD have expressed that they feel talked down to and 
ignored by nursing staff. Some patients felt so concerned they would be labeled as “drug-
seeking” that they endured significant amounts of pain. The fear of being labeled is validated by 
the research on word choice by Ashford et al. (2018), showing certain terms have been proven to 
illicit negative associations among HCPs when discussing drug abuse, including “addict.”  
The occurrence of self-stigmatization in people with SUDs is an additional barrier to care 
recognized in research (Livingston et al. 2011; Mak et al., 2017; Crapanzano et al., 2014). 
According to Livingston et al. (2011), self-stigma involves the internalization of negative 
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attitudes and stereotypes toward a stigmatized group, causing maladaptive opinions about self-
worth and self-destructive behavior. People with mental health disorders are at further risk of 
self-stigmatization due to the overarching bias against them in society and in healthcare, 
resulting in a lack of medication or treatment adherence (Mak et al., 2017). Considering that 
substance abuse is the most stigmatized mental health disorder, they are at an even higher risk of 
internalizing societal stigma (van Boekel et al., 2013). This is detrimental to many people’s 
recovery efforts as they are more likely to discontinue necessary services prematurely (Mak et 
al., 2017). The tendency toward self-stigma can increase the adverse effects associated with 
SUDs, including increased rates of disability and mortality (Crapanzano et al., 2014). This is 
supported by the research of Mak et al. (2017), which finds that people who internalize stigma 
have an increased incidence of clinical depression and decreased overall life satisfaction.  
The literature on the impact of stigma toward drug abuse on the quality and availability 
of healthcare services reveals a cyclical pattern between stigmatized attitudes and barriers to 
care. Stigma against this population influences HCPs attitudes and clinical decision-making 
(Gonzalez et al., 2017; van Boekel et al., 2013). This causes individuals in this population to 
avoid care, be non-adherent to treatment, and lash out toward the hostility they face in healthcare 
settings (Pauly et al., 2015; Mak et al., 2017; Livingston et al. 2011). These behaviors feed right 
back into the running narrative about substance abusers from healthcare professionals, which 
seemingly validate the stigmatized attitudes (Mendiola et al., 2018; van Boekel et al., 2013; 
Gonzalez et al., 2017). Research also shows that perceived negative attitudes from HCPs is likely 
to decrease a patient’s empowerment, which can influence self-esteem and treatment completion, 
continuing the cycle (van Boekel et al., 2013). Therefore, to address the problems that arise from 
stigma in healthcare, there must be effective interventions in place that address the stigma-related 
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attitudes from healthcare professionals (Livingston et al. 2011). Though limited, research has 
been done on interventions and recommendations to address stigma toward drug abuse in 
healthcare.  
Interventions and Recommendations 
Educational interventions are a major focus in the research about stigma, with conflicting 
results. According to Gonzalez et al. (2017), educational interventions have been shown to 
significantly improve both knowledge of substance abuse and clinical practices. However, there 
was no evidence to support that HCPs also experienced an improvement in attitude toward these 
patients (Gonzalez et al., 2017). A review by van Boekel et al. (2013) found that education was a 
positive influence on the attitudes of HCPs, as long as the institution or healthcare team was also 
supportive. Meaning, there needed to be systemic acceptance of the education intervention for it 
to have significant effects on attitudes (van Boekel et al., 2013). This aligns with findings by 
Crapanzano et al. (2014) in which students found it hard to navigate the considerable differences 
between what they were being taught about SUD and the negative treatment of these patients by 
clinical faculty. Neither van Boekel et al. (2013) nor Gonzalez et al. (2017) contributed specific 
recommendations for clinical practice, citing a lack of available research on interventions that 
focus on improving clinicians’ attitudes toward these patients.  
An additional focus of educational intervention research is on students in healthcare 
programs. Following an educational approach by Crapanzano et al. (2014) that utilized education 
about SUD, written reflections, and interaction with an individual with a history of SUD, 79% of 
the students stated that they were affected “in some way” by a live talk with a former drug user, 
61% still had difficulty with reconciliation between their deeply held beliefs and the information 
presented to them in the intervention, and 50% still maintained their attitudes rooted in stigma. 
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Furthermore, half of the students still expressed opinions that were not rooted in fact after the 
completion of the educational assessment, which speaks to the resiliency of the prejudice against 
this population (Crapanzano et al., 2014). A study with second-year medical students found that 
though an educational approach increased these students comfort in communicating about SUD, 
their general attitudes toward this population was statistically insignificant (Livingston et al. 
2011). Additionally, Livingston et al. (2011) found a significant difference between the effects of 
interventions on first-year versus fourth-year medical students, with fourth-year students being 
more impacted by the intervention due to the sense of responsibility toward them as providers.  
There are several general recommendations from Crapanzano et al. (2014) based on 
educational interventions targeting students. Due to the progression and solidification of these 
biases, addressing them in early professional practice is prudent (Crapanzano et al. 2014). The 
study by Crapanzano et al. (2014) highlights the positive influence of direct communication with 
a person recovering from a substance abuse disorder. The researchers stated that a film can be a 
powerful platform for sharing the experiences of these individuals, and can further inform people 
who hold general misconceptions about addiction (Crapanzano et al. 2014). Both Livingston et 
al. (2011) and Crapanzano et al. (2014) found that writing reflections is an effective practice to 
address underlying stigma of substance abuse and are shown to decrease negative attitudes. This 
shows that what is included in the educational approach could be a major factor in intervention 
effectiveness. Additionally, approaching SUD as a mental illness is an effective strategy, by 
showing how people suffering from substance abuse are not necessarily at fault for their disorder 
(Crapanzano et al. 2014). Crapanzano et al. (2014) recommends future research that focuses on 
the genesis of the stigma and how it persists, and in particular, HCP training and evaluations that 
address the attitudes and behaviors toward this population. 
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Results of interventions with students in healthcare fields also highlight how 
interventions need to target structural stigma within these settings. In a school setting, the 
implicit beliefs and values that are ingrained in an educational institution, otherwise known as 
the ‘hidden curriculum’ must align with positive attitudes toward patients in this population 
(Crapanzano et al. 2014). Otherwise, Crapanzano et al. (2014) states any educational approach 
will be overshadowed by implicit bias that is perpetuated on a systemic level. Therefore, the 
impact of the hidden curriculum should be targeted in further studies.  Similarly, interventions 
focusing on attribution bias have proven effective by increasing empathy and decreasing stigma 
and should be explored further in future research (Crapanzano et al. 2014).  
There are a few additional general recommendations made by researchers to address this 
stigma. As stated by Ashford et al. (2018), language choice has a significant effect on the way 
people feel toward people with SUDs, and thus recommend a language use intervention for 
healthcare providers to decrease stigma-related bias toward patients with a SUD.  Bartlett et al. 
(2013) states that reducing judgement and increasing compassionate care is the first step in the 
reduction of stigma-related clinical decisions. Effective care of this population requires an 
understanding that addiction is a disease process that needs treatment, not unlike any other 
chronic illness (Bartlett et al., 2013). Pauly et al. (2015) recommends that nursing care adopt a 
cultural safety model when caring for these patients, which promotes evaluation of systemic 
inequities among marginalized populations. 
Though these researchers determine that education is shown to both increase knowledge 
and decrease negative feelings toward stigmatized populations, there is significant resistance 
toward educational approaches when it comes to learning better strategies to work with them 
which makes implementing educational interventions difficult in a healthcare setting (Bartlett et 
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al., 2013). Additionally, according to Gonzalez et al. (2017), attitudes are hard to impact due to 
their multifactorial origins. Therefore, creating an approach that only focuses on one element of a 
HCP’s attitude, such as education, may not be an effective strategy (Gonzalez et al., 2017).  
A major commonality in the research involves the shortage of available research on 
interventions targeting stigma toward people with SUDs. This is punctuated by an overall lack of 
specific, evidence-based recommendations for what can be done to reduce stigmatized attitudes 
toward this population in healthcare settings. Based upon the compelling evidence from the 
literature, there is a need for further research on the effects of interventions to reduce bias toward 
SUD and its negative effects on the delivery of healthcare. The purpose of this study was to 
determine the impact of an educational video intervention on the impressions that nursing 
students have about people with SUDs. 
Methods 
Setting and Participants  
 All nursing students enrolled in the Spring 2019 N477 Psychiatric Mental Health 
Concepts for Broad Clinical Application in Nursing course were invited to participate in the 
study. These students were in the Bachelor of Science in Nursing program at the University of 
North Carolina at Chapel Hill, School of Nursing. The intervention itself was implemented 
during scheduled classroom time for the didactic portion of N477, held within the School of 
Nursing.  
Materials and Creative Process 
 The major materials and processes by which the study was developed are discussed 
within the context of intervention development, intervention implementation, and intervention 
evaluation.  
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 Intervention Development. 
 Collaboration with a video animator was necessary to meet the artistic goals and 
technological demands of this project. Video creation included the use of several computer 
programs and devices to assist in the animation process. The sole role of the animator was in 
creating the artwork and navigating the animation functions of Adobe Photoshop. The script, 
audio recording, and overall artistic design of the video were created by the researchers of this 
study. 
Narrative. 
 The narrative of this video intervention was based upon the lived experiences of two 
separate individuals with a history of SUD. The stories were merged into one cohesive character 
to protect their respective anonymity. All distinctive identifying information was changed, and 
the characters in the animation are not representative of the true appearance of either individual 
(See Appendix A). 
Audio Recording. 
 An audio recording of the video’s narration was made with an external microphone and a 
MacBook Pro. The initial audio file was recorded with QuickTime Media Player, and edited with 
the digital audio editor software, Audacity. The final recording was converted into an MP3 file 
for easier transfer and upload.  
 Video Animation.  
 The Wacom Cintiq Tablet, a multi-functional graphics tablet, was utilized by the 
animator to design, illustrate, and color the still frames within the animation. The tablet 
interfaced with a desktop computer to input designs directly into Adobe Photoshop using an 
interactive stylus. Adobe Photoshop was the graphics design editor used to create the animation 
IMPRESSIONS OF SUBSTANCE USE DISORDER 21 
frames, which were layered from still frames. The narrative recording was made in a separate 
audio file and uploaded into Photoshop. The animation frames were then synced with narration. 
The final edited animation (11 minutes, 48 seconds in length) was converted into an MP4 video 
with QuickTime Media Player, which served as a platform by which the Adobe Photoshop 
animation could be shared as a completed video. The video was then uploaded onto the online 
video-sharing website, YouTube, for easy accessibility (https://youtu.be/-aq0edL81bM).  
 Intervention Implementation. 
 A large screen and projector were utilized to show the video during the intervention. The 
necessary technological capabilities to have an internet-accessible computer connected to a 
projector were required and provided by the School of Nursing at UNC-CH. Two consent forms 
and one survey were necessary for each participant.  
 Intervention Evaluation. 
 The spreadsheet program Microsoft Excel was used for initial data entry and 
organization. The statistical computing and graphics software, R, was used via the computer 
application RStudio to run a statistical summary, and perform correlation, regression, and 
causality analyses (R Core Team, 2017). A statistician was consulted for proper utilization of the 
RStudio program, and to ensure that the statistical functions performed were appropriately 
interpreted (R. Gotwals, personal communication, March 14, 2019).  
Design  
 The impact of the video intervention was measured utilizing a retrospective pretest/post-
test survey design. Post-intervention, the participants were asked to indicate their response to 
each survey question/statement both retrospectively (before the video) and currently (after the 
video). This design method was chosen as a way to measure changes in attitudes or perceptions 
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that occurred as a direct result of watching the video. It was additionally chosen for expediency, 
as the duration of the intervention needed to be no more than 20-30 minutes.  
 Survey Questions. 
 Twelve questions were developed based on the common themes surrounding attitudes 
toward individuals with a history of SUD revealed throughout the literature review. This 
included the perceived immorality of drug use, the perception that SUD indicates personal 
failing, and the belief that these patients are difficult to care for (Gonzalez et al., 2017; van 
Boekel et al., 2013; Pauly et al., 2015; Mendiola et al., 2018; Yang et al., 2017; Palamar, 2013). 
The questions were designed to allow each participant to assess his or her degree of confidence 
in, belief in, and agreeance with the statements/questions regarding substance use disorder, both 
before and after the video intervention (See Appendix B, Form 1). 
 Confidence. 
 The confidence levels ranged from 0 – 10, where 0 = Not at all Confident, 5 = 
Moderately Confident, and 10 = Highly Confident. The survey questions measuring confidence 
were as follows: 
1.   How confident are you that you could be objective in caring for patients who have a 
history of substance use disorder?  
2.   How confident are you that working with patients with substance use disorder would 
be professionally satisfying?  
3.   How confident are you that you could be empathetic toward an intoxicated patient 
with a history of substance use disorder? 
 Belief.  
 The belief levels ranged from 0 – 10, where 0 = Do not Believe, 5 = Partially Believe, 
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and 10 = Fully Believe. The survey questions measuring belief were as follows:  
4.   How Strong is your belief that there is nothing you could do to help a patient with 
substance use disorder? 
5.   To what degree do you believe that a person with substance use disorder is unable to 
get better? 
6.   To what degree do you believe that people with substance use disorders want to get 
better? 
7.   To what degree do you believe that patients with substance abuse disorder do not 
warrant focused attention from the nurse? 
8.   To what degree do you believe that substance use disorder is a chronic illness? 
 Agreeance.  
The agreeance levels ranged from 0 – 10, where 0 = Completely Disagree, 5 = Neither 
Agree nor Disagree, and 10 = Completely Agree. The participants were asked to what degree 
they agreed/disagreed with the following statements: 
9.   Good people do not develop substance abuse disorders. 
10.  People with substance use disorders are more dangerous that people without.  
11.  With treatment and support, people with a history of substance use disorder can be 
productive members of society.  
12.  People choose to take drugs, and are thus personally responsible for the development 
of substance use disorders.  
Procedure  
 The intervention required several actions by the researchers and the participants, and 
included obtaining approval, taking the appropriate steps necessary for data collection, and 
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performing an analysis of all data collected. 
 Internal Review Board. 
 The Internal Review Board (IRB) application submission for this study was reviewed by 
the Office of Human Research Ethics (OHRE) at the University of North Carolina at Chapel Hill 
(Study Number 19-0154). The OHRE determined that the study does not constitute human 
subjects research as defined under federal regulations [45 CFR 46.102 (d or f) and 21 CFR 
56.102 (r)(e)(l)], and thus did not require IRB approval.  
 Data Collection. 
On the day of the intervention, the researchers presented the study to the cohort of BSN 
students present. The purpose of the study was explained to the potential participants, along with 
the description of the study procedures, potential risks/benefits from participating, the 
participants right to refuse or withdraw, and right to ask questions and report concerns. 
Confidentiality and anonymity were assured, as was the fact that any choice regarding 
participation in this study would bear no financial, material, or academic advantage. Those who 
chose to participate were then asked to sign and return a consent form prior to the research 
intervention, indicating their understanding of the study and willingness to participate (See 
Appendix B, Form 2). The class was given sufficient time to look over their consent forms and 
ask any questions that arose about their participation. The students were given two consent 
forms, one to sign and return and one to keep for their reference. They were asked to resist 
talking to their neighbors about the video from the time it was complete, until they had 
completed the survey.  
Once all of the consent forms were collected, the video was played in its entirety. The 
retrospective pretest/posttest surveys were given to the participants to complete only after the 
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video was finished. Upon completion of the surveys, the participants immediately returned the 
forms directly to the researchers.  
 Data Analysis. 
 The data was manually inputted into a Microsoft Excel spreadsheet. This spreadsheet was 
then uploaded into R/Rstudio, where statistical analysis functions were utilized to interpret any 
changes in the data pre-and post- video intervention. Correlation (r) and regression (p-value) 
were measured between retrospective pretest versus posttest responses for each of the 12 survey 
questions. P-values <0.05 are determined statistically significant. Causality is measured using the 
Bayesian Information Criterion (BIC). BIC analysis is used to determine the causal relationship 
between a causative agent (in this case, the video intervention) and some response to that agent 
(in this case, a change in the post-video response) (R. Gotwals, personal communication, March 
14, 2019). A difference between comparative BIC scores of 10 or more (BIC>10) suggests a 
causative effect between agent and response (Kuha, 2004; R. Gotwals, personal communication, 
March 14, 2019).  
The basic statistical summaries for each data set included the minimum, median, mean 
(average), and maximum values.  Utilizing the mean values, the percentage of change was noted 
between the before and after data sets, as well as percentages of each value (0 – 10) chosen by 
participants within the data sets. Every 0.1 change in average survey response score (0 – 10) 
from pre-video to post-video scores equates to a 1% change, resulting in the average percentage 
increase or decrease shown between data sets. Percentages of individual responses were 
measured out of the total number of surveys (n=84) to gauge the greatest changes between 
specific answers.  
Results 
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 87 nursing students participated in this study from start to finish. After a preliminary 
review of the surveys collected, 3 were deemed unusable due to incomplete or incoherent 
responses. Therefore, the number of surveys analyzed totaled 84 (n=84). Survey responses both 
before and after the video intervention are broken down by individual question, followed by a 
comparative analysis.  
Individual Question Analysis  
The survey questions/statements are worded both positively and negatively. An average 
decrease in scores is noted with questions that are negatively worded, indicating a positive 
change via decrease in negative perceptions. Averages have been rounded to the nearest 
hundredth and percentages have been rounded to the nearest tenth. 
1. How confident are you that you could be objective in caring for patients who have 
a history of substance use disorder? 
Prior to the intervention, the responses to this question averaged 5.68, with the highest 
percentage of students (23.8%) selecting the score of 5 (Moderately Confident). Post –
intervention, the responses averaged 7.04, with the highest percentage of students (25.0%) 
selecting the score of 8 (Between Moderately Confident and Highly Confident). This indicates a 
13% average increase in confidence that the participants could be objective in caring for these 
patients. A positive data trend is seen between the scores of 7 – 10, with 35.8% of participants 
choosing between 7 – 10 prior to the intervention, and 65.4% after the intervention.  
These results are statistically significant (p<0.05), with a strong correlation (r=0.83) and a 
strong causal relationship (BIC>10) (See Appendix C, Graphic 1; Appendix D). 
 
Table 1   Question 1 Percentages of Individual Responses 0 – 10 (Confidence) 
 
Scale (0) (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
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Pre-video % 1.2% 1.2% 4.8% 9.5% 9.5% 23.8% 14.3% 13.1% 15.5% 1.2% 6.0% 
Post-video % 0% 0% 1.2% 2.3% 7.1% 11.9% 11.9% 20.2% 25.0% 9.5% 10.7% 
 
2. How confident are you that working with patients with substance use disorder 
would be professionally satisfying?  
Prior to the intervention, the responses to this question averaged 5.54, with the highest 
number of students (21.4%) selecting the score of 5 (Moderately Confident). Post – intervention, 
the responses averaged 6.92, with the highest number of students (23.8) selecting the score of 8 
(Between Moderately Confident and Highly Confident). This indicates a 13.8% average increase 
in confidence that the participants could be professionally satisfied working with this population. 
A positive data trend is seen between the scores of 8 – 10, with 24.8% of participants choosing 
between 8 – 10 prior to the intervention, and 50.0% after the intervention.  
These results are statistically significant (p<0.05), with a strong correlation (r=0.81) and a 
strong causal relationship (BIC>10) (See Appendix C, Graphic 1; Appendix D).  
 
Table 2   Question 2 Percentages of Individual Responses 0 – 10 (Confidence) 
 
Scale (0) (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
Pre-video % 2.3% 3.5% 5.9% 10.7% 7.1% 21.4% 5.9% 17.9% 19.0% 2.3% 3.5% 
Post-video % 0% 0% 5.9% 5.9% 4.8% 10.7% 7.1% 15.5% 23.8% 14.3% 11.9% 
 
3. How confident are you that you could be empathetic toward an intoxicated 
patient with a history of substance use disorder? 
Prior to the intervention, the responses to this question averaged 6.30, with the highest 
number of students (21.4%) selecting the score of 8 (Between Moderately Confident and Highly 
Confident). Post – intervention, the responses averaged 7.75, with the highest number of students 
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(29.8%) selecting the score of 8 (Between Moderately Confident and Highly Confident). This 
indicates a 14.5% average increase in confidence that the participants could be empathetic 
toward an intoxicated patient with a history of SUD. A positive data trend is seen between the 
scores of 8 – 10, with 34.4% of participants choosing between 8 – 10 prior to the intervention, 
and 66.7% after the intervention.  
These results are statistically significant (p<0.05), with a moderately strong correlation 
(r=0.76) and a strong causal relationship (BIC>10) (See Appendix C, Graphic 1; Appendix D).  
 
Table 3   Question 3 Percentages of Individual Responses 0 – 10 (Confidence) 
 
Scale (0) (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
Pre-video % 0% 2.3% 3.5% 7.1% 7.1% 17.9% 10.7% 16.7% 21.4% 2.3% 10.7% 
Post-video % 0% 1.2% 2.3% 0% 4.8% 4.8% 9.5% 10.7% 29.8% 13.1% 23.8% 
 
4. How Strong is your belief that there is nothing you could do to help a patient with 
substance use disorder? 
Prior to the intervention, the responses to this question averaged 2.75, with the highest 
number of students (29.8%) selecting the score of 0 (Do not Believe). Post – intervention, the 
responses averaged 2.15, with the highest number of students (34.5%) selecting the score of 0 
(Do not Believe). This indicates a 6.0% average decrease in belief that there is nothing that one 
could do to help an individual with SUD. A positive data trend is seen between the scores of 0 – 
1, with 32.1% of participants choosing between 0 – 1 prior to the intervention, and 52.4% after 
the intervention.  
These results are statistically significant (p<0.05), with a moderately strong correlation 
(r=0.79) and a strong causal relationship (BIC>10) (See Appendix C, Graphic 1; Appendix D).  
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Table 4   Question 4 Percentages of Individual Responses 0 – 10 (Belief) 
 
Scale (0) (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
Pre-video % 29.8% 2.3% 16.7% 21.4% 6.0% 9.5% 4.8% 3.6% 4.8% 0% 1.2% 
Post-video % 34.5% 17.9% 16.7% 7.1% 7.1% 0% 7.1% 4.8% 4.8% 0% 0% 
 
5. To what degree do you believe that a person with substance use disorder is unable 
to get better? 
Prior to the intervention, the responses to this question averaged 2.67, with the highest 
number of students (32.1%) selecting the score of 0 (Do not Believe). Post – intervention, the 
responses averaged 2.35, with the highest number of students (36.9%) selecting the score of 0 
(Do not Believe). This indicates a 3.2% average decrease in belief that an individual with SUD is 
unable to get better. A positive data trend is seen between the scores of 0 – 2, with 46.3% of 
participants choosing between 0 – 2 prior to the intervention, and 59.5% after the intervention.  
These results are statistically significant (p<0.05), with a moderately strong correlation 
(r=0.75) and a strong causal relationship (BIC>10) (See Appendix C, Graphic 2; Appendix D).  
 
Table 5   Question 5 Percentages of Individual Responses 0 – 10 (Belief) 
 
Scale (0) (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
Pre-video % 32.1% 7.1% 7.1% 14.3% 11.9% 16.7% 7.1% 0% 3.6% 0% 0% 
Post-video % 36.9% 13.1% 9.5% 14.3% 6.0% 6.0% 6.0% 2.3% 1.2% 3.6% 1.2% 
 
6. To what degree do you believe that people with substance use disorders want to 
get better? 
Prior to the intervention, the responses to this question averaged 5.96, with the highest 
number of students (31.0%) selecting the score of 5 (Partially Believe). Post – intervention, the 
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responses averaged 7.37, with the highest number of students (26.2%) selecting the score of 8 
(Between Partially Believe and Fully Believe). This indicates a 14.1% average increase in belief 
that individuals with SUD want to get better. A positive data trend is seen between the scores of 
7 – 10, with 35.8% of participants choosing between 7 – 10 prior to the intervention, and 72.6% 
after the intervention.  
These results are statistically significant (p<0.05), with a moderately strong correlation 
(r=0.77) and a strong causal relationship (BIC>10) (See Appendix C, Graphic 2; Appendix D).  
 
Table 6   Question 6 Percentages of Individual Responses 0 – 10 (Belief) 
 
Scale (0) (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
Pre-video % 0% 0% 4.8% 4.8% 7.1% 31.0% 16.7% 11.9% 13.1% 6.0% 4.8% 
Post-video % 0% 0% 0% 1.2% 3.6% 9.5% 13.1% 22.6% 26.2% 13.1% 10.7% 
 
7. To what degree do you believe that patients with substance abuse disorder do not 
warrant focused attention from the nurse? 
Prior to the intervention, the responses to this question averaged 1.96, with the highest 
number of students (40.5%) selecting the score of 0 (Do not Believe). Post – intervention, the 
responses averaged 1.71, with the highest number of students (52.4%) selecting the score of 0 
(Do not Believe). This indicates a 2.5% average decrease in belief that there is nothing that 
patients with SUD do not warrant focused attention from the nurse. A positive data trend is seen 
only with the score of 0, with 40.5% of participants choosing 0 prior to the intervention, and 
52.4% after the intervention.  
These results are statistically significant (p<0.05), with a strong correlation (r=0.92) and a 
strong causal relationship (BIC>10) (See Appendix C, Graphic 2; Appendix D).  
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Table 7   Question 7 Percentages of Individual Responses 0 – 10 (Belief) 
 
Scale (0) (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
Pre-video % 40.5% 13.1% 15.5% 11.9% 3.6% 3.6% 4.8% 3.6% 2.3% 0% 1.2% 
Post-video % 52.4% 13.1% 13.1% 2.3% 3.6% 3.6% 2.3% 2.3% 3.6% 2.3% 1.2% 
 
8. To what degree do you believe that substance use disorder is a chronic illness? 
Prior to the intervention, the responses to this question averaged 8.01, with the highest 
number of students (34.5%) selecting the score of 10 (Fully Believe). Post – intervention, the 
responses averaged 8.56, with the highest number of students (44.0%) selecting the score of 10 
(Fully Believe). This indicates a 5.5% average increase in belief that SUD is a chronic illness. A 
positive data trend is seen between the scores of 9 – 10, with 47.6% of participants choosing 
between 9 – 10 prior to the intervention, and 63% after the intervention.  
These results are statistically significant (p<0.05), with a strong correlation (r=0.88) and a 
strong causal relationship (BIC>10) (See Appendix C, Graphic 2; Appendix D).  
 
Table 8   Question 8 Percentages of Individual Responses 0 – 10 (Belief) 
 
Scale (0) (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
Pre-video % 0% 1.2% 1.2% 1.2% 1.2% 9.5% 8.3% 8.5% 20.2% 13.1% 34.5% 
Post-video % 1.2% 1.2% 0% 0% 0% 6.0% 3.6% 8.3% 16.7% 19.0% 44.0% 
 
9. Good people do not develop substance abuse disorders. 
Prior to the intervention, the responses to this statement averaged 1.05, with the highest 
number of students (66.7%) selecting the score of 0 (Completely Disagree). Post – intervention, 
the responses averaged 0.73, with the highest number of students (73.8%) selecting the score of 0 
(Completely Disagree). This indicates a 3.2% average decrease in agreeance that good people do 
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not develop SUDs. A positive data trend is seen between the scores of 0 – 1, with 32.1% of 
participants choosing between 0 – 1 prior to the intervention, and 52.4% after the intervention.  
These results are statistically significant (p<0.05), with a strong correlation (r=0.85) and a 
strong causal relationship (BIC>10) (See Appendix C, Graphic 3; Appendix D).  
 
Table 9   Question 9 Percentages of Individual Responses 0 – 10 (Agreeance) 
 
Scale (0) (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
Pre-video % 66.7% 11.9% 6.0% 3.6% 3.6% 3.6% 0% 2.3% 1.2% 0% 1.2% 
Post-video % 73.8% 10.7% 6.0% 3.6% 2.3% 0% 0% 1.2% 1.2% 0% 1.2% 
 
10. People with substance use disorders are more dangerous that people without.  
Prior to the intervention, the responses to this statement averaged 5.04, with the highest 
number of students (20.2%) selecting the score of 5 (Neither Agree nor Disagree). Post – 
intervention, the responses averaged 4.14, with the highest number of students (25.0%) selecting 
the score of 5 (Neither Agree nor Disagree). This indicates a 9.0% average decrease in agreeance 
that people with SUDs are more dangerous than others. Positive data trends are seen between the 
scores of 0 – 1 and 4 – 5. 7.1% of participants chose between 0 – 1 prior to the intervention, and 
21.4% after the intervention. 25% of participants chose between 4 – 5 prior to the intervention, 
and 27% after the intervention. 
These results are statistically significant (p<0.05), with a strong correlation (r=0.83) and a 
strong causal relationship (BIC>10) (See Appendix C, Graphic 3; Appendix D).  
 
Table 10   Question 10 Percentages of Individual Responses 0 – 10 (Agreeance) 
 
Scale (0) (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
Pre-video % 4.8% 2.3% 10.7% 10.7% 4.8% 20.2% 17.9% 11.9% 13.1% 3.6% 0% 
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Post-video % 9.5% 11.9% 10.7% 6.0% 6.0% 25.0% 14.3% 4.8% 11.9% 0% 0% 
 
11. With treatment and support, people with a history of substance use disorder can 
be productive members of society.  
Prior to the intervention, the responses to this statement averaged 8.55, with the highest 
number of students (44.0%) selecting the score of 10 (Completely Agree). Post – intervention, 
the responses averaged 9.26, with the highest number of students (57.1%) selecting the score of 
10 (Completely Agree). This indicates a 7.1% average increase in agreeance that with treatment 
and support, individuals with SUDs can be productive members of society. A positive data trend 
is seen between the scores of 9 – 10, with 58.3% of participants choosing between 9 – 10 prior to 
the intervention, and 78.5% after the intervention.  
These results are statistically significant (p<0.05), with a strong correlation (r=0.88) and a 
strong causal relationship (BIC>10) (See Appendix C, Graphic 3; Appendix D).  
 
Table 11   Question 2 Percentages of Individual Responses 0 – 10 (Agreeance) 
 
Scale (0) (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
Pre-video % 0% 0% 0% 0% 1.2% 7.1% 4.8% 11.9% 16.7% 14.3% 44.0% 
Post-video % 0% 0% 0% 0% 0% 0% 1.2% 7.1% 13.1% 21.4% 57.1% 
 
12. People choose to take drugs, and are thus personally responsible for the 
development of substance use disorders.  
Prior to the intervention, the responses to this statement averaged 4.43, with the highest 
number of students (16.7%) selecting the score of 7 (Between Neither Agree nor Disagree and 
Completely Agree). Post – intervention, the responses averaged 3.4, with the highest number of 
students (19.0%) selecting the score of 0 (Completely Disagree). This indicates a 3.2% average 
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decrease in agreeance that individuals are responsible for the development of SUDs by way of 
choice. A positive data trend is seen between the scores of 0 – 2, with 25% of participants 
choosing between 0 – 2 prior to the intervention, and 42.8% after the intervention.  
These results are statistically significant (p<0.05), with a strong correlation (r=0.85) and a 
strong causal relationship (BIC>10) (See Appendix C, Graphic 3; Appendix D).  
 
Table 12   Question 12 Percentages of Individual Responses 0 – 10 (Agreeance) 
 
Scale (0) (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
Pre-video % 11.9% 7.1% 6.0% 10.7% 10.7% 15.5% 9.5% 16.7% 9.5% 2.3% 0% 
Post-video % 19.0% 11.9% 11.9% 8.3% 10.7% 15.5% 10.7% 2.3% 7.1% 2.3% 0% 
 
 
Comparative Analysis 
For all survey responses a positive change in score averages were determined, ranging 
from 2.5% - 14.5%. The average percent of change for every survey question totaled 8.6%. The 
greatest percent of change were seen with survey questions 3 (14.5%), 6 (14.1%), 2 (13.8%), and 
1 (13.6%) (See Table 13).  
   
Table 13  Mean Survey Scores Pre- and Post-Video Intervention Comparisons 
Survey question     Pre-video                        
score 
Post-video 
score 
Percent of 
Change 
1. How confident are you that you could be objective in 
caring for patients who have a history of substance use 
disorder?  
 
     5.68 7.04 13.6% 
Increase 
2. How confident are you that working with patients with 
substance use disorder would be professionally satisfying?  
 
     5.54 
 
6.92 
 
13.8% 
Increase 
3. How confident are you that you could be empathetic 
toward an intoxicated patient with a history of substance 
use disorder? 
 
     6.30 
 
7.75 
 
14.5% 
Increase 
4. How strong is your belief that there is nothing you could 
do to help a patient with substance use disorder? 
 
     2.75 
 
2.15 
 
6.0% 
Decrease 
5. To what degree do you believe that a person with      2.67 2.35 3.2% 
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substance use disorder is unable to get better? 
 
  Decrease 
6. To what degree do you believe that people with 
substance use disorders want to get better? 
 
     5.96 
 
7.37 
 
14.1% 
Increase 
7. To what degree do you believe that patients with 
substance abuse disorder do not warrant focused attention 
from the nurse? 
 
     1.96 1.71 
 
2.5% 
Decrease 
8. To what degree do you believe that substance use 
disorder is a chronic illness? 
 
     8.01 8.56 5.5% 
Increase 
9. Good people do not develop substance abuse disorders. 
 
     1.05 0.73 
 
3.2% 
Decrease 
 
10. People with substance use disorders are more 
dangerous that people without.  
 
     5.04 4.14 9.0% 
Decrease 
11. With treatment and support, people with a history of 
substance use disorder can be productive members of 
society.  
 
     8.55 
 
9.26 
 
7.1% 
Increase 
12. People choose to take drugs, and are thus personally 
responsible for the development of substance use 
disorders.  
     4.43 3.40 10.3% 
Decrease 
 
Discussion 
  The aim of this research study was to determine the impact of a video intervention that 
highlights the lived experiences of individuals with SUD on the attitudes of nursing students 
toward this population. Using a retrospective pretest/posttest design, the students were allowed 
the opportunity to gauge their own level of confidence in, belief in, and agreeance with common 
viewpoints toward SUD, both before and after the video. The overall results show an average 
percent of change in responses for each question, each trending toward an increase in positive 
perception of individuals with SUD. The strength of the correlation coefficients (r) indicate that 
the positive change between the pre-video scores and the post-video scores have the strong 
potential to be directly contributed to the video intervention. Additionally, the BIC score of  >10 
indicates that there is some evidence toward a causal relation between the data sets, not simply a 
correlation.   
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  The average retrospective pretest scores showed that most students began this 
intervention with a relatively progressive perspective toward individuals with SUD. The pre-
video average scores representing the least positive attitudes still showed moderate values. 
However, the results still find that the questions that scored the worst initially also showed some 
of the greatest percent of change between pre-video and post-video scores. For the individual 
outlying scores that represented the most negative viewpoint, there was a minimum of 10% 
change toward a more positive response in all but Questions 7 – 9, and 12. This indicates that 
even the most negative perspectives toward individuals with SUD could be altered to some 
degree through exposure to this type of intervention.  
  The perceived difficulty in caring for these patients that is present in healthcare is 
reflected in the lower pre-video average score for questions 1 and 2 (Gonzalez et al., 2017; van 
Boekel et al., 2013). Prior to the video, the average nursing student only had moderate 
confidence in their ability to hold objectivity toward this population or be professionally satisfied 
when providing their care. These themes are not surprising to find in the initial results, as they 
are commonly noted in the literature to been shown by current and future healthcare providers 
(Gonzalez et al., 2017; Crapanzano, 2014). However, the post-video averages showed a 
significant overall positive increase in attitudes of 13.6% and 13.8% respectively.  
Questions 6 and 12 alluded to the common perception that the development of SUD 
indicates a personal failing (Pauly et al., 2015; van Boekel et al., 2013). The average nursing 
student participant had only a partial belief in the idea that individuals with SUD want to get 
better, and they felt neutrally about the personal responsibility factor. Average pre-video 
responses to both of these questions also speak to the idea of choice regarding the development 
of SUD, as is seen in the literature (Pauly et al., 2015). After watching the video, the respective 
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average responses for these questions showed a significant percent change of 14.1% and 10.3%, 
indicating a relative change in perception.  
Question 3 highlighted a major issue regarding the perceived immorality of drug use, 
something that perpetuates bias towards drug users (Yang et al., 2017; Palamar, 2013). 
Interestingly, the average pre-video score for this question was not particularly negative, with the 
average student stating they are between moderately and highly confident that they could be 
empathetic toward an intoxicated patient with a history of SUD. However, after watching the 
video, there was still an average increase in confidence of 14.5%, showing the highest 
percentage of change. 
Overall, this shows that the viewpoints that were the most improved after this video are 
specifically aligned with some of the most common stigmatized beliefs toward this population. 
This is important because it not only supports that this video was in some way impactful, but that 
the viewpoints that were the most changed are some of the biggest proponents of the stigma in 
general. It is of note that the greatest percent of change are primarily seen for the questions with 
a lower starting average, bolstering the determination that the video intervention had a significant 
positive impact on the students’ perceptions. But the biggest takeaway from the data analysis is 
there is a statistically significant average positive change in perception seen for all 12 survey 
questions, regardless of baseline responses. 
The fact that nursing students have some amount of negative perceptions toward 
individuals with SUD is not surprising and is indicative of the societal stigma that students may 
carry with them into the program. This structural stigma is seen throughout the literature and is 
shown time and time again to influence patient care (Palamar, 2013; Crapanzano, 2014). 
Students are in a prime position to be positively influenced through shared perspectives, as they 
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are generally not yet fully immersed in any biases that may have predisposed them to negative 
attitudes as practicing professionals. This speaks to the importance of effecting change on the 
perceptions of nursing students as they move into practice.   
Generally speaking, nurses spend a significant amount of time with their patients at the 
bedside. For that reason, the way nurses choose to interact with their patients can be hugely 
impactful on the quality of overall care. The literature shows that clinical care decisions can be 
influenced by stereotypes about this population (Pauly et al., 2015). It is harder to be objective 
with patients who may seem consistently “difficult,” especially without a full understanding of 
the circumstantial reasons surrounding the development of SUDs (Mendiola et al., 2018). 
Effecting this type of change is essential to the future nursing care of the growing population of 
patients with SUD.   
Stigma is impacted by specific stereotypes and perpetuates barriers to care (Pauly et al., 
2015; Gonzalez et al., 2017; van Boekel et al., 2013). In other words, stigma decreases 
accessibility for treatment and increases problems that are associated with SUDs (Palamar, 
2013). The associated problems bolster these negative perspectives, which feed into the stigma. 
Stigma is cyclical (Mendiola et al., 2018). If an increase in perspective can potentially impact the 
perceptions of this patient population by nursing students, then the potential exists to disrupt the 
cycle. It is evident that improving the attitudes of nursing students toward individuals with a 
history of SUD is an important step, and that this video intervention has provided one way to 
potentially do that.  
Most HCPs understand the prevalence of SUDs, and directly experience the impact of 
SUDs in their practice (Mendiola et al., 2018). Regardless of any prejudice toward this 
population, it is reasonable to expect that most HCPs, including nurses, would like to reduce the 
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harm seen from drug use in society. Whether those reasons are based on moral belief that people 
should never use drugs, the negative impact of drug use on individual wellbeing, or on the 
allocation of resources conundrum, the goal is the same regardless. Unfortunately, it is often the 
case that HCPs underlying prejudice overshadows the fundamental goal of harm reduction, 
which actually makes the problem worse (Palamar, 2013; Crapanzano, 2014). Research has 
shown that educational interventions alone are not enough. Therefore, simply providing a logical 
explanation that treating these patients better might actually help to decrease the impact of the 
disease itself is likely not enough to effect significant change (Crapanzano, 2014; Gonzalez et 
al., 2017). This is where the overarching benefits of this intervention can be observed: through 
providing evidence that a video like this could be impactful and could potentially be reflected in 
more objective patient care decisions from future nurses.   
An important consideration for why an intervention such as this could effectively 
improve perceptions of drug users is that it specifically focused on the lived experience of an 
individual with SUD. By providing the contextual factors that make each patient unique, the 
students were given a platform to see the lifelong development of the disease; to see beyond 
simply how they feel about the act of using drugs. It is easy to see drug use as simply a means to 
get high, and ignore the variety of environmental, psychological, and physiological components 
that are inseparable from the disease development (Bartlett et al., 2013). This study shows 
potential value in getting future nurses to understand these factors (See Appendix D).  
Several environmental components that are commonly seen in the histories of individuals 
with SUD were shown in detail in this video. The character faced exposure to the consequences 
of alcoholism, mental illness, and abandonment at a young age, before being directly introduced 
to illicit drugs. Literature also shows that trauma and SUD are highly correlated (Pauly et al., 
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2015). Providing more insight on these common traumatic experiences, during childhood and 
adolescence especially, could help future nursing students understand the unprecedented 
obstacles that are often faced by this population. There is also value in showing experiences that 
are completely out of the control of the individual that contribute to the development of SUD, 
particularly because a very common misconception is that individuals make the choice to do 
drugs, and thus are victims of their own behavior.  
The psychological factors that contribute to SUD development were also evident in the 
video’s storyline, where the character shows baseline depression prior to the initiation of drug 
use. Mental health disorders are highly correlated with SUD and are thought to evolve out of 
self-medication related to the devastating effects of mental illness (NIDA, 2018; Tasman & 
Mohr, 2011). It is important for healthcare practitioners to understand the prevalence of these 
correlations to gain a more understanding perspective of this population, especially because 
many find the individual’s participation in disease initiation a difficult concept toward which to 
maintain empathy (Crapanzano, 2014). Also, it is important to maintain awareness for increased 
efficacy of screening and treatment.  
Common physiological components of SUD were also shown in this video. The character 
reflects the immediate neurochemical change that happens once the substance has been 
introduced to the body, leading to the devastating continuation of drug use (Bartlett et al., 2013). 
The genetic component of disease development is also shown, as the character had a familial 
history of SUD. This aligns with the high rates of genetic predisposition seen in those who have 
this disease (Bartlett et al., 2013; Tasman & Mohr, 2011; Capriotti & Frizzell, 2016). It is 
valuable for nurses to understand the physiological changes, particularly in maintaining empathy 
toward patients who frequent the hospital in the desperate search for opioids. Anger toward these 
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patients and frustration over the misallocation of hospital resources is common among HCPs, 
contributing to the cycle of stigma. It would be more valuable to develop a mindset of 
understanding that the reoccurrence of these patients in healthcare, particularly in emergency 
departments, is a continuation of the disease process and not a personal failing of the individual.  
Another consideration when evaluating the reasons this video was impactful would be the 
representation of someone who has experienced periods of sobriety. Other studies have shown 
that individuals are more understanding of people with SUD if they have made an attempt at 
recovery (van Boekel et al., 2013). Additionally, even though the overall intervention to affect 
bias toward SUD by Crapanzano (2014) was determined ineffective, the most impactful 
individual elements included a discussion with someone with a substance abuse history, which 
leans toward the impact of being exposed to the circumstantial elements of SUD. By providing 
insight into the multifactorial elements of this disease, there is also the potential to help future 
nurses hold more empathy toward individuals who have relapsed during their course of treatment 
for SUD.  
The development of SUDs is much more complex than simple choice could allow. By 
perpetuating the idea that SUDs are born out of choice and bad behavior, the consequences of 
disorder are transformed into the cause. This invites the assumption that those with SUD are bad 
people who are suffering from their own poor choices, aligning exhibited behavior with the 
person and not the disease. Unfortunately, these biases are present even when evidence shows 
that disease development is far more multifaceted (Crapanzano, 2014). This could explain the 
poor efficacy of educational methods alone in tackling the issue of attitude toward this 
population (Crapanzano, 2014). As seen in many settings within healthcare, the problem is an 
emotionally charged one. This may be another reason that this video intervention was impactful; 
IMPRESSIONS OF SUBSTANCE USE DISORDER 42 
the problem was shown in a very human, very emotional way. The facts behind the development 
of substance use disorder were present in the character’s life circumstances and did not have to 
be presented as evidence or data to be disputed.  
Based on the positive results of this study and the deep value in presenting future nurses 
with a well-rounded view of SUD development, a recommendation would be to provide nursing 
students with more opportunities for exposure to the lived experiences of individuals with 
substance use disorder on a consistent basis. This should be folded into the regular curriculum as 
opposed to presented as an elective opportunity, because those students most in need of the 
added perspective from individuals with SUD may be the least likely to participate. Because this 
study does show that even the worst perspectives can be impacted, it would be prudent to ensure 
every student is exposed. Additionally, due to the prevalence of this disorder, every student will 
likely see the impact, regardless of the future unit they work on. It is clear that HCPs in general 
need to evolve their thinking related to SUD, and adding perspectives of individuals with SUD is 
a valuable component to that. But there is also potential importance simply in meaningful 
conversation surrounding SUD. But first it needs to be acceptable to talk about substance abuse 
with empathy and concern, based on evidence and devoid of blame.  
Limitations 
This study has several limitations. Though the data overall shows strong likelihood that 
this intervention had a positive impact on the perspectives of nursing students, some data sets are 
not normally distributed. The statistical analysis of this data was performed on a small data set 
(n=84) of semi-quantitative, non-continuous data that was not aggressively transformed to be 
normally distributed. Doing a more advanced statistical analysis is beyond the scope of this 
project, but the analyses performed are useful and meaningful in the context of this study. If the 
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study were to be repeated, a recommendation would be to study multiple cohorts for an increased 
sample size.  
While students are in school, they may have a more idealistic view of what patient care is 
going to be like. They may also underestimate the influence that a negative workplace culture 
can have on their individual views of patients. Therefore, where it is still important and 
beneficial to promote an increased awareness of the lived experienced of this population while 
still in school, it is also important to measure the lasting impact of an intervention such as this as 
these future nurses move into practice.  
Two surveys included comments expressing difficulty in answering these questions in a 
number scale format, which could have impacted responses. Question 5 was noted to have 
several responses that did not align with how the participants were answering the rest of the 
questions. This perhaps due to the wording of the question, making it easier to confuse the 
negative wording of the question with a positive wording (To what degree do you believe that a 
person with substance use disorder is unable to get better?).  
Conclusion  
The literature describes several common perceptions that contribute to stigma against 
individuals with SUD. This stigma is known to be a barrier to care, for both treatment of the 
disorder as well as other important health care concerns (Crapanzano, 2014; Bartlett et al., 2013). 
As the number of individuals experiencing SUDs continues to grow, the problems created by a 
highly stigmatized healthcare system will only become more problematic (NIDA, 2018). These 
common attitudes that perpetuate stigma in healthcare are reflected in some of the initial 
responses to survey questions. However, after an 11 minute, 48 second video intervention, 
almost all of the individual scores showed a statistically significant change toward a more 
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positive perspective. This is a small, yet potentially effective way of making an impact on a 
major problem in healthcare. With additional exposure to the factors that influence drug use and 
abuse, nurses have the opportunity to better understand the life events that contribute to these 
disorders. In this way, it may be possible to positively impact nurses’ perspectives of substance 
use disorder so that they may be more able to compassionately intervene. Ultimately, it is the 
responsibility of the health care profession to take a stronger stance on appropriate, non-
judgmental care for individuals with this pervasive and troubling disorder.   
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Appendix A: Video Script 
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Appendix B: Procedural Forms 
 
Form 1: Retrospective Pretest/Posttest Survey 
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Form 2: Consent to Participate Form  
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Appendix B: Statistical Graphics 
 
Graphic 1: Correlation Plots Question1 – Question 4  
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Graphic 2: Correlation Plots Question 5 – Question 8  
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Graphic 3: Correlation Plots Question 9 – Question 12 
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Appendix D: R Code Script 
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